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The problem of how to deal with pus in the pelvis has been 
practically solved in so far as the woman is concerned; all intra- 
peritoneal collections of pus, with the exception of tubercular 
inflammations, whether from cellular tissue, appendages, uterus 
or appendix, can be cured by vaginal section, in the vast majority 
of cases. 

Experience drawn from histories of 210 pelvic abscesses 
treated by vaginal section; reported in the St. Paul Medical 
Journal of Jan., 1908. Of this number 20 were recognized at 
the time of the original operation as due to suppurative perfora¬ 
tive appendicitis and these were drained through the vagina and 
all temporarily cured by a simple vaginal section. Further 
observation has been, that not more than 20 per cent, of all pus 
cases, including pus-tubes and suppurating ovarian cysts, need 
more than a single vaginal section with the tube drainage and 
that at least five per cent, of the pelvic abscess cases were so 
perfectly cured that they were able to conceive and bear children. 

In the pelvic abscess of men we have a slightly different 
problem, for here, to reach and drain Douglas’ cul-de-sac we must 
go through the anterior rectal wall. The fear of increasing the 
infection or of further contaminating the abscess cavity has until 
now prevented giving a man the same chance as the woman. 
Many cases of pelvic appendiceal abscess in men and boys have 
been opened and drained in both sides, both loins, as well as 
having suprapubic stabs for large glass or metal tubes, and in 
spite of all these different drains have died of chronic sepsis 
or amyloid liver because the dependent portions of the peritoneum 
have not been drained. We all know that if these abscesses be left 
to themselves a certain number will perforate into the rectum 
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and cure themselves; if we take off the pressure in this abscess- 
cavity by opening it from above we lessen the chance of nature’s 
best cure. 

These pelvic abscesses in mates are practically all due to 
perforative appendicitis. If we might be fortunate enough to see 
and recognize all acute cases of appendicitis before rupture of 
the appendix this question of rectal drainage would not be so 
important. After rupture the omentum and adhesive peritonitis 
usually wall off the pus and keep it in the right loin. The edge 
of the pelvic cavity is, however, very near, and in many cases 
the pus runs over into the true pelvis at the time of the rupture. 
Many others extend into the true pelvic cavity in the next few 
hours or days. Examine through the rectum every case of acute 
appendicitis before any operation: It is very important that the 
pelvic accumulations should be drained with a suprapubic drain 
followed by Fowler’s position; reserving rectal drainage for the 
cases who later develop pelvic accumulations or convalesce badly 
after any course of treatment. Five cases reported: First case 
a simple rectal puncture, abscess opened, discharged several 
ounces of pus. Closed too soon but later opened of itself; dis¬ 
charged. Cured. Second case: overdistended the sphincter to 
prevent back pressure from the rectum into the abscess cavity, 
put in a winged rubber tube which extruded a couple of inches 
from the anus. Quick recovery. Third case: opened base of 
bladder by mistake, put finger in bladder to be sure that it was 
the bladder, left it open; then opened cul-de-sac and put in tube; 
no bladder trouble; coughed up pus from ruptured subdia- 
phragmatic abscess. In six weeks from time of first operation 
discharged cured. Fourth case: on tenth day found a bulging 
anterior rectal wall and made a rectal section, let out several 
ounces of thick offensive pus; showed considerable bleeding for 
several days; rise in temperature and pulse from blood infection; 
slow recovery. Fifth case, assisted Dr. H. P. Ritchie to operate 
acute perforative appendicitis on third day after perforation; on 
tenth day Dr, Ritchie put drain in rectum. Slow convalescence; 
ultimate perfect recovery. As will be noticed these cases are all 
of one type. I have advised them that they must come back later 
for removal of the appendix. There is another type which I have 
not operated upon, namely, the man who is desperately sick, and 
who presents a decided fulness in the cul-de-sac. In such a case 
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I will on my first opportunity simply open the cul-de-sac and 
drain and not make any anterior incision at all. Making the 
anterior incision later if necessary. I believe that this method 
will decrease the mortality of these abscess cases. 

Operative Procedure .—-The exaggerated lithotomy position 
(Pryor), the one usually used in making cystoscopic examination 
of the female bladder. The most important part of this position 
is the use of straps over the shoulder fastened to the uprights 
holding the feet, to prevent the shoulders sliding away when the 
head of the table is dropped. I have found that a weighted 
vaginal speculum will expose the anterior wall of the rectum fully 
as well as is usually done in vaginal section. One long-bladed 
retractor for the anterior wall is necessary to hold the bladder 
out of the way. The bladder having been catheterized, to prevent 
accident, then irrigate the rectum until fecal matter is removed, 
then sponge it out with alcohol. After the rectum has been well 
cleaned and the bulging anterior wall well located open the abscess 
with either long dissecting forceps or a tenaculum and long 
sharp-pointed scissors. After opening the cul-de-sac and letting 
out fluid, keep the scissors in place until a dilator can be passed 
upon them as a guide; then keep the dilator in place until one 
can pass a ]4 inch rubber winged tube well up into the cavity, 
then again dilate the sphincter. 

Attention is called to a combination trocar and dilator for use 
in vaginal puncture; few blood vessels in vaginal section, but as 
shown in Case V, there is some danger of hemorrhage following 
rectal section, Vaginal section is blind, does not give sufficient 
room for further exploration. But in rectal, all that is necessary 
is an opening through which to pass a drainage-tube into the 
cul-de-sac of Douglas. 



